Brucellosis in Britain has become rare since the introduction of the scheme for eradication of the disease in cattle.' Since 1981 over 99% of herds in England, Wales, and Scotland have been accredited as free of brucellosis on the basis of herd blood tests. Nevertheless, a few herds (0 1%, 162 herds), still had active Brucella abortus infection in 1983. Many of these breakdowns occurred in those areas that were the last to be subject to eradication procedures: north east England, Devon, Cornwall, and Wales.
The number of human infections presumed to have been contracted in Britain has fallen from over 600 a year in the early 1970s to 20 in 1983. Several of these 20 cases are considered to be recently diagnosed chronic infections. The table shows Infection was contracted abroad by 37 patients; there has been no discernible trend over the period under review. The countries mentioned in reports were: Malta and Spain (four each); Israel, Italy, Saudi Arabia, and Uganda (two each); France, Germany, Greece, India, Iraq, Kenya, Morocco, Nigeria, Pakistan, Turkey, and Yugoslavia (one each); the Middle East (five). In five cases the country of origin was not specified.
Between one and seven reports of B melitensis infections were received each year. Most of these infections were contracted abroad, mainly in the Middle East and Mediterranean countries; however, two cases were reported in people who had eaten cheese imported from Jordan and Sicily and who later became ill in Britain.
Brucellosis is now a rare and decreasing hazard of occupation, but indigenous cases still occur. At the present rate of decline the annual number of cases (including B melitensis infection) associated with travel abroad-which has varied only between six and 13 in the eight years under review-will soon be the same as the number of cases presumed to have been infected in Britain. of the diagnosis. If the hands or feet are affected, contact dermatitis, dermatophyte infection, psoriasis, and endogenous eczema must all be considered. Scaly plaques over the elbows, knees, and scalp suggest psoriasis, and eruptions on the face include rosacea, perioral dermatitis, and seborrhoeic dermatitis. The groin, axillae, and submammary areas are affected by intertrigo, fungal infections, flexural psoriasis, and seborrhoeic dermatitis, and the lower legs may be affected by stasis dermatitis or eczema cracklee. When the wrists are affected nickel dermatitis or lichen planus should be considered.
The algorithm divides recent generalised scaly rashes into two groups; totally confluent rashes and eruptions with widely scattered lesions. All patients with a severe totally confluent eruption need hospital admission for investigation and treatment, as temperature regulation and skin barrier function become impaired. Usually these patients have developed erythrodermic exfoliative eczema or psoriasis and have had these problems before. Drug eruptions and cutaneous or systemic lymphomas may present in this way, and hence a skin biopsy is essential.
A variety of diseases where scaling is not the primary abnormality must also be considered when there are multiple widely scattered scaling lesions. These diseases include atopic and seborrhoeic dermatitis, lichen planus, and scabies. 
